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This Rule is not met as evidenced by:
AlLicensure survey and cémplaint investigation
#27141, #28443, #29280,/and #28553, were

{ completed on August 13, 2013, at Blount
Memorizl Transitional Care Center. No
deficiencies were cited rejated to complaint
investigations, and no deficiencies were cited
under Chapter 1200-8-8, Standards for Nursing
Homes.
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